In a previous article in the Schizophrenia Bulletin (Vol. 22, No. 1,1996), we presented findings of a study on the clinical and rehabilitative effects of work activity on 150 subjects diagnosed with schizophrenia or schizoaffective disorder. Subjects were randomly assigned to either a Pay ($3.40/hr) or No-Pay group and given 6-month work placements in a Department of Veterans Affairs medical center. At the 5-month followup, Pay subjects had worked more hours and earned more money (from any employment) than NoPay subjects. Pay subjects also had significantly greater Improvement in symptoms and lower rehospitalization rates. Clinical improvement was closely linked to amount of participation. We concluded that pay increased participation.
The beneficial effects of work on mental health have long been recognized by organized psychiatry and by the general public. Moral treatment of insanity in the 19th century particularly emphasized the restorative power of mental and physical activity (Brigham 1994) . At the beginning of this century, most long-term care facilities continued to provide chronically mentally ill patients with meaningful work, including farming, maintenance, laundry, and work in cottage industries. With deinstitutionalization, care of such patients was transferred to community mental health centers, which were unprepared to provide work services. Only lately have State departments of mental health and the Federal government begun to recognize the significant need for vocational rehabilitation and work service programs appropriate to persons with severe and persistent mental illness.
In a previous report (Bell et al. 1996) , we reviewed the research literature on work and chronic mental illness and concluded that no controlled studies had been done to determine the clinical benefits of work for the mentally ill. In addition, no studies had attempted to manipulate critical work-related variables such as pay, level of expectation, intensity of support, and types of accommodation in the workplace, to determine their influence on clinical and rehabilitative outcomes.
In our study, 150 subjects with schizophrenia or schizoaffective disorder were randomized into a Pay condition ($3.40/hr) or a No-Pay condition. Work placements were within the medical center at sites well established by an existing work program. Subjects could be paid for up to 20 hours of work per week for 6 months.
Pay condition subjects worked more hours and earned more money (from any employment) than did No-Pay subjects. Ninety-seven percent of subjects in the Pay group began work, and 60 percent fully participated (completing at least 17 of 22 weeks); 36 percent of the No-Pay subjects began work and only 16 percent fully participated. Symptom evaluations at 5 months revealed that Pay subjects had significantly greater improvement in Positive and Negative Syndrome Scale (PANSS; Kay et al. 1987) total symptoms, positive symptoms, and symptoms of emotional discomfort than did subjects in the No-Pay condition. In addition, 45 percent of Pay subjects showed significant clinical improvement in symptoms of emotional discomfort, compared with 16 percent of No-Pay subjects. Subjects in the Pay condition had a significantly lower rehospitalization rate (19%) than did No-Pay subjects (34%).
To rule out competing hypotheses that group differences resulted from differing amounts of staff contact or differing patterns of medication compliance, post hoc analyses of participation in concurrent psychiatric treatments were performed. Results showed no differences in the number of medication groups attended or the total number of hours of direct staff contact from all treatments related to the work program and from other outpatient and inpatient treatments received during the same period. We concluded that the group differences between Pay and NoPay subjects were not mediated by greater medication compliance or by the indirect benefit of greater staff attention.
Participation in work activity was closely associated with symptom improvement, and participants showed greater improvement in total symptoms and in positive, hostility, and emotional-discomfort symptoms than did partial participants or nonparticipants. At the 5-month evaluation, 40 percent of participants showed clinically significant improvement in PANSS total symptoms, compared with 14 percent of nonparticipants; 45 percent showed much improvement in emotional-discomfort symptoms, compared with 17 percent of nonparticipants; and 57 percent improved on positive symptoms, compared with 14 percent of nonparticipants. In addition, only 10 percent of participants were rehospitalized during the 6 months of the active intervention, compared with 40 percent of partial participants and 32 percent of nonparticipants. (See section on "Effects of Participation" for participation levels.) We concluded that pay increased participation and that participation was primarily responsible for symptom reduction and lower rehospitalization rates.
An economic analysis of the program (Bell and Lysaker 1995) revealed that administrative, clinical, and participant-payment costs for the Pay group were $15.52 per client day. However, these costs were offset by lower rehospitalization costs for subjects in the Pay condition. Over the following 3 years, hospitalization costs were consistently lower for those in the Pay condition. At 3 years, every program dollar spent had yielded a $5.69 reduction in hospitalization costs. Taken together, these findings indicated the potential importance of work services as a cost-effective, clinically beneficial intervention in the lives of the seriously and persistently mentally ill.
This report reevaluates subjects from the original study 1 year after intake (6 months after the end of the active intervention). The followup assesses clinical and rehabilitative outcomes to determine whether the benefits in symptom reduction and lower rehospitalization rates remained detectable. We predicted that there would be some worsening of symptoms but that the particularly robust changes found at the 5-month followup (i.e., improvements in total symptoms and symptoms of emotional discomfort) would be preserved. We also hypothesized that those who had participated in work activity during the intervention would have been more likely to continue to work during the 6 months after the intervention and would be more likely to show continued symptom improvement at the 1 -year followup.
Method
Subjects. One hundred fifty subjects with DSM-III-R (American Psychiatric Association 1987) diagnoses of schizophrenia or schizoaffective disorder, from the psychiatry service of a Department of Veterans Affairs (VA) medical center, were invited over a 314-year period to participate in this research. After informed consent, was obtained and intake procedures performed (Bell et al. 1996) , subjects were randomized to either a Pay (n = 80) or a No-Pay (n = 70) condition. Subjects were required to be in a relatively stable phase of illness, which was operationally defined as no changes in medication, housing, or treatment status within the previous month. Other exclusion criteria included significant physical handicap or organic brain syndrome.
Of the 150 subjects initially randomized, 126 (84%) were successfully recontacted for followup interviews at both 5 months and 1 year after intake. Twenty-four subjects were not interviewed at both points because of refusal to participate, difficulty in locating the subject, or death (n = 1). Six subjects from the No-Pay group were excluded from the analyses of the Pay conditions because they entered a halfway house where enrollment in incentive therapy was required. Because incentive therapy is so similar to the Pay condition of this study, these subjects were judged to be drop-ins (i.e., they participated in paid work activity despite randomization to the No-Pay condition), and their condition assignment was contaminated. Excluding these 6 subjects left a total of 120 subjects eligible for the analyses of the Pay/No-Pay conditions. Background characteristics for subjects included in the analyses are presented in table 1 by experimental condition. /-Tests comparing Pay and No-Pay subjects on continuous background variables revealed that Pay subjects were receiving less entitlement assistance (mean = 698.9; standard deviation [SD] = 672.0) than subjects in the No-Pay condition (mean = 1,091.8; SD = 827.8; t = 2.86; df= 118; p < 0.01). No other significant differences were found in background variables, including symptom levels. Chi-square analyses on dichotomous variables found no differences in sex, race, receipt of entitlements, Instruments. The PANSS is a 30-item rating scale, which was completed by clinically trained research staff after chart review and a semistructured interview. PANSS offers three rationally derived categories: positive symptoms, negative symptoms, and general symptoms. Interrater reliability was assessed by using the intraclass r (Cicchetti and Sparrow 1981) ; good to excellent reliabilities were found on all scale scores and most items (Bell et al. 1992 ).
This study employs 5 factor-analytically derived component scores to measure symptom change. These scores are positive, negative, cognitive, hostility, and emotional discomfort. The items on each scale, psychometrics, and a discussion of replication analyses are reported in Bell etal. (1994) .
Procedures. After informed consent was obtained, DSM-lll-R diagnoses were made using the Structured Clinical Interview for DSM-UI-R (SCID; Spitzer et al. 1989) . The next intake procedures were a comprehensive psychosocial and psychiatric history and symptom assessment using the PANSS. At the end of intake, subjects were randomly assigned to a Pay ($3.4O/hr for a maximum of 20 hours per week) or No-Pay condition. Randomization was stratified by prominent negative symptoms (score of 18 on PANSS negative total) and work experience (1 year in an identifiable occupation) because both have been linked with level of work function (Anthony and Jansen 1984; Fenton and McGlashan 1991) .
After randomization, subjects were offered a 26-week job placement working alongside full-time employees at the West Haven VA Medical Center in sites such as the pharmacy, medical records, and the blind center. Each placement offered up to 20 hours of work per week and involved duties roughly equivalent to those of an entrylevel position. Supervision was provided by regular fulltime work site supervisors. During each work week subjects attended a 50-minute support group, which focused on work experiences and offered job-related problemsolving. A comprehensive description of placement and group procedures is presented in Bell et al. (1996) .
Weekly productive activity was verified through time cards, which supervisors initialed. Symptoms were assessed by research staff immediately after group meetings. Subjects were asked at 5 months and at 1 year to participate in followup evaluations, which included a PANSS interview and a detailed inventory of productive activity. Although the work program was 6-months long, 5 months was chosen as the first followup point because it was thought to allow enough time for any clinical benefits to occur, and because followup at 5 months might avoid the confounding effects of termination. Patients were paid $20.00 for the completion of both the 5-month and 1 -year followup procedures. ). There was a significant time effect for the 6 months following the intervention (F = 6.15; df = 1,118; p < 0.05) and a significant time-by-group interaction (F = 5.4; df = 1,118; p < 0.05). These results indicate a significant decline in productive activity for subjects in the Pay condition, who became no more productive than the subjects in the No-Pay condition during the 6 months after the intervention. In addition, subjects in the Pay condition did not earn significantly more money than subjects in the No-Pay condition during the 6 months . To assess changes in overall level of symptom severity from intake to 1-year followup, mean scores were calculated for PANSS total score for subjects in the Pay and No-Pay conditions. A repeated-measures analysis of covariance (ANCOVA) comparing PANSS total scores of subjects in the Pay and the No-Pay conditions at 5-month and 1-year followups (with intake PANSS total score and entitlements as covariates) revealed that Pay subjects have significantly lower PANSS total scores than No-Pay subjects (F = 10.44; df= 1,119; p < 0.01; figure 2). No time effect or interaction was noted. To compare Pay and NoPay PANSS total scores at 1-year followup only, a post hoc ANCOVA (with intake PANSS total score and entitlements as covariates) was done; this analysis revealed that Pay subjects had lower PANSS total scores than No-Pay subjects (F= 7.29; df= 1,119; p < 0.01).
Results

Effects of
To assess overall changes in positive, negative, cognitive, emotional-discomfort, and hostility component scores for subjects from intake through 1 -year followup, repeated-measures ANCOVAs were conducted with the corresponding PANSS intake component score and entitlements as covariates. Significant equations were found for the positive, cognitive, and emotional-discomfort component scores (figure 3). No group effect or interaction was observed for the positive component; however, a time effect was found, suggesting that the positive symptoms of both groups were increasing from the 5-month to the 1-year followup (F = 4.79; df= 1,119; p < 0.05). For the PANSS = Positive and Negative Syndrome Scale (Kay et al. 1987) .
emotional-discomfort component, a significant group effect was found (F = 20.07; df = 1,119; p < 0.0001), while no time effect or interaction was revealed. A post hoc ANCOVA comparing the 1-year followup emotionaldiscomfort component scores of Pay and No-Pay subjects found lower scores for Pay subjects (F = 8.29; df= 1,119; p < 0.01). A group effect was found for the cognitive component (F = 4.70; df = 1,119; p < 0.05), with post hoc analyses revealing a significant difference at 1 year, when the Pay group had a lower cognitive component score than the No-Pay group (F = 4.21; df= 1,119; p < 0.05).
Chi-square analyses were conducted to compare the number of Pay and No-Pay subjects who were "much improved" (20% decrease in symptoms), "not improved" (19% increase to 19% decrease in symptoms), or "much worse" (20% increase in symptoms) from intake to 1-year followup for PANSS total score and for emotional-discomfort and cognitive component scores. These PANSS variables were selected because a significant difference had been detected between the groups on these variables in the repeated-measures ANCOVAs. The chi-square analyses revealed a significantly different proportion on the emotional-discomfort component (X 2 = 10.75; df=2; p < 0.005; figure 4). Post hoc comparisons using Marascuilo's method (Marascuilo 1966) indicated that significantly more Pay subjects than No-Pay subjects were much improved on the emotional-discomfort component at 1-year followup (X 2 = 9.21; df= 2; p < 0.001). No significant overall differences were found for PANSS total or cognitive component scores.
Finally, a chi-square test was conducted comparing the number of subjects from the Pay and No-Pay condition who were rehospitalized during the 6 months following the intervention. No significant differences were detected between groups (X 2 = 1.164; df= 1; NS). /-Tests comparing the number of rehospitalization days similarly found no significant difference between Pay subjects and No-Pay subjects (Pay mean = 11.21; SD = 22.95; No-Pay mean = 16.60; SD = 39.28; t = 0.97; df= 118; NS).
Effects of Participation.
To assess the effects of participation during the intervention on clinical outcome at 1 year, we categorized the subjects from part one, including the six drop-in subjects, by number of weeks worked dur- Marascuilo's Method (Marascuilo 1966). ing the intervention. Subjects were classified as participants (n = 56) if they worked for at least 1 hour per week in 17 of the first 22 weeks of the work program; as nonparticipants (n = 30) if they did not work a single hour in any week of the intervention; and as partial participants (n = 40) if their hours of work activity did not meet the criterion for "participants." Seventeen weeks of work, which is equivalent to participation in just over 75 percent of the intervention, was chosen as the cutoff between partial participation and full participation because it seemed to provide sufficient work exposure for the clinical benefits of work to become evident To determine whether subject characteristics of participants, partial participants, and nonparticipants differed, analyses of variance (ANOVAs) and chi-square analyses were performed comparing the background characteristics presented in table 2. These analyses revealed that proportionally more nonparticipants than either participants or partial participants were members of the No-Pay condition. In fact, all but 5 of the 30 nonparticipants were members of the No-Pay condition, strongly suggesting that lack of pay incentive was a major reason why these subjects did not participate. In addition, a MANOVA conducted on the intake PANSS scores of these groups determined no significant difference in initial symptom levels (F = 1.97; df= 5,120; NS). No other background characteristics were found to be significantly different.
An ANOVA revealed significant differences between groups in the number of hours worked from 5 months to the 1-year followup (F = 5.66; df = 2,125; p < 0.01). Furthermore, multiple group comparisons using the Scheff<S test (F = 3.07; df= 2,123; p < 0.05) revealed that participants worked significantly more hours during this period (mean = 258.45; SD = 270) than did either partial participants (mean = 92.53; SD = 183.49) or nonparticipants (mean = 144.20; SD = 272.42). A significantly greater proportion of participants (75%) than of partial participants (35%) or nonparticipants (33%) continued to work during the followup period (between the end of the work program and the 1-year followup) (X 2 = 20.7; df= 2; p < 0.001). Of the 56 participants, 50 percent chose to continue working at their hospital work site in a volunteer capacity, 25 percent went on to paid work activity, and 25 percent stopped working entirely. Among the participants, those in the Pay condition were somewhat less likely to continue working as volunteers (45%) and were more likely to record no work at all (30%) during the followup period than were those in the No-Pay condition, who had chosen to work as volunteers from the start Seventy-three percent of No-Pay participants continued in their volunteer positions, whereas 9 percent recorded no work activity. Twenty-five percent of participants from the Pay condition went on to do some kind of paid work, and 18 percent of the No-Pay participants did so. These differences were not statistically significant (X 2 = 3.23; df = 3; NS). Participants, as a group, did not earn significantly more money than did the other two groups during the period between the intervention and the 1-year followup (Kruskal-Wallis = 0.50; df= 2,125; NS); nor did Pay participants earn significantly more money than No-Pay participants did during that period (U = 0.37; df= 53; NS).
To compare changes in levels of symptom severity from intake to followup for participants, partial participants, and nonparticipants, mean scores were calculated for the PANSS total score and all PANSS component scores at intake, 5-month followup, and 1-year followup. A repeated-measures ANCOVA comparing the PANSS total scores of the groups (with corresponding intake PANSS total score as covariate) revealed significant overall group differences (F = 8.28; df = 2,125; p < 0.005; figure 5 ). An ANCOVA comparing PANSS total scores at 1 -year followup indicated a significant group effect at that point (F = 3.31; df= 2,125; p < 0.05). Multiple comparisons (t = 1.98; df=\2Q;p< 0.05) of PANSS total scores revealed that participants had a lower PANSS total score (mean = 65.21; SD = 15.15) than did either partial participants (mean = 71.08; SD = 16.21) or nonparticipants (mean = 73.8; SD= 11.74).
To assess overall changes in positive, negative, cognitive, emotional-discomfort, and hostility component scores, repeated-measures ANCOVAs were conducted, with the corresponding PANSS intake component score entered as a covariate. Significant equations were found for the positive, emotional-discomfort, and hostility components (figure 6). A repeated-measures ANCOVA comparing the PANSS positive component scores at followup (with corresponding intake PANSS positive score as covariate) revealed significant overall group differences (F = 5.51; df= 2,125; p < 0.01) and a significant time effect (F = 6.14; df= 2,125; p < 0.02), indicating that the positive scores of all groups were increasing at 1-year followup. No interaction between time and group was observed for the positive component An ANCOVA comparing PANSS positive component scores at 1-year followup found no significant group differences at that point (F = 2.08; df = 2,125; NS). A repeated-measures ANCOVA comparing the PANSS emotional-discomfort component scores at followup (with corresponding intake PANSS emotional-discomfort score as covariate) revealed significant overall group differences (F = 10.50; df= 2,125; p < 0.0001) but no time effect or interaction. An ANCOVA comparing PANSS emotional-discomfort component scores at 1-year followup found significant group differences at that point (F = 5.03; df = 2,125; p < 0.01). Multiple comparisons (/ = 1.98; df = 120; p < 0.05) of PANSS emotional-component scores revealed participants had lower PANSS emotional-discomfort component scores (mean = 10.02; SD = 3.63) than did either partial participants (mean = 11.78; SD = 3.42) or nonparticipants (mean = 11.93; SD = 2.64). A repeated-measures ANCOVA comparing the PANSS hostility component scores at followup (with corresponding intake PANSS hostility scores as covariate) revealed significant overall group differences (F = 6.55; df= 2,125; p < 0.01) but no time effect or interaction. An ANCOVA comparing PANSS hostility component scores at 1-year followup found only a trend suggesting limited group differences at that point (F = 2.89; df= 2,125; p < 0.10). Multiple comparisons (/ = 1.98; df= 120; p < 0.05) of PANSS hostility component scores revealed that participants had lower scores (mean = 6.16; SD = 2.59) than did either partial participants (mean = 7.63; SD = 2.55) or nonparticipants (mean = 7.77; SD = 3.36).
Chi-square analyses were conducted to compare the number of participants, partial participants, and nonparticipants who were much improved (20% decrease in symptoms from intake to followup), had no improvement (19% increase to 19% decrease in symptoms), or were much worse (20% increase in symptoms) for PANSS total score and positive, emotional-discomfort, and hostility component scores. These PANSS variables were selected because a significant difference had been detected between groups on these variables in the ANCOVAs. The chisquare analyses revealed significantly different proportions on PANSS total score (X 2 = 13.16; df= 4; p < 0.02) and positive (X 2 = 15.72; df= 4; p < 0.01) and emotionaldiscomfort components (X 2 = 11.54; df= 4; p < 0.01). No significant differences were found for the hostility component. Multiple comparisons among proportions by Marascuilo's method indicated that significantly more participants than partial participants or nonparticipants were much improved on the PANSS total score (X 2 = 6.60; df=4;p< 0.05 and X 2 = 6.38; df=4;p< 0.05, respectively; figure 7). More participants than nonparticipants were much improved (X 2 = 18.49; df= 4;p< 0.001; figure  8 ) and on the PANSS emotional-discomfort component (X 2 = 9.49; df= 4; p < 0.01). No other comparisons revealed significant between-group differences.
A chi-square analysis was conducted to compare the frequency of rehospitalization from intake to 1-year followup for the different participation groups. Results indicate significantly different proportions among groups (X 2 = 10.31; df= 2; p < 0.01). Multiple comparisons by the Marascuilo method indicated that participants had a • Full (n = 56) I PANSS = Positive and Negative Syndrome Scale (Kay et al. 1987 ). Marascuilo's Method (Marascuilo 1966) .
significantly lower rehospitalization rate (27%) than partial participants (58%; X 2 = 9.81; df = 2; p < 0.01). No other comparisons were significant. A one-way ANOVA comparing the number of rehospitalization days between groups was not significant.
Stepwise multiple regressions were conducted to determine the amount of variance within symptom improvement that could be explained by (1) Pay condition (recorded as a biserial variable) and (2) hours of work during the intervention for the entire subject pool, excluding drop-ins (n = 120). To control for symptom level at 1-year followup, PANSS intake scores were partialed out by entering them first in every equation. A significant equation was found for PANSS total score (total R 2 = 0.07; F = 16.48; df= 3,119; p < 0.0001), with partial contributions by Pay (partial r 2 = 0.05; p < 0.01) and hours of work (partial r 2 = 0.02; p < 0.15). For the emotional-dis- comfort component, a significant equation was found (total R 2 = 0.07; F = 22.09; df= 3,119; p < 0.0001), with partial contributions made by hours worked (partial r 2 = 0.05; p < 0.01) and Pay (partial r 2 = 0.02; p < 0.10). A significant equation was also found for the hostility component (total R 2 = 0.03; F = 17.58; df = 2,119; p < 0.05), with the only contribution made by hours worked.
A summary of findings for the Pay and Participation conditions with respect to outcome variables is provided in table 3. Participation shows a slightly greater influence than Pay on outcome, as judged by the number of variables that remained significant at 1 year.
Discussion
Results indicate that the Pay group had a significant decrease in work activity once the active intervention was completed; at 1 -year followup, the Pay group was not significantly different from the No-Pay group in total hours worked. This finding underscores the importance and the limitations of pay incentive. Almost every subject assigned to the Pay condition had initially responded by working, thus demonstrating the motivational power of pay. However, over the course of the intervention about half dropped out despite their being in the Pay condition and during the 6 months after the intervention, most did not return to work of any kind-volunteer or paid. For these partial participants, work for pay was not a sufficient incentive to keep them engaged in productive activity, and exposure to work, even under favorable conditions, did not lead to their seeking other work after the intervention.
Of those in the Pay condition who fully participated during the active intervention, 45 percent continued in their hospital jobs as volunteers. For these subjects, the aversive effects of losing the pay incentive were offset by other secondary reinforcements such as feelings of wellbeing and personal satisfaction. Twenty-five percent of the Pay condition subjects who were participants found work for pay elsewhere, a very favorable outcome given that none of them had been employed immediately before the intervention and many had been unemployed for years. However, 30 percent of the Pay condition participants chose to engage in no productive activity during the 6 months from the end of the intervention to the 1 -year followup, an indicator of how important it would have been for these subjects to have been provided with continued work services. For them, working without pay was unacceptable, and yet they were not able to secure work for pay on their own. When work services stopped, their participation in productive activity stopped.
As noted earlier, 36 percent of the subjects in the NoPay group were willing to begin work and 16 percent became full participants. Of the 11 No-Pay subjects who became full participants, 8 (73%) continued their hospital work as volunteers, 2 (18%) found work for pay, and only 1 (9%) participated in no productive activity. Thus, having chosen to work as volunteers to start with, most continued to work as volunteers because they found nonremunerative rewards to sustain their participation. This finding supports the conclusion that volunteer work can be a sufficient work placement for some people with schizophrenia. Although these patients probably prefer to be paid for their work, they are willing to participate in productive activity for the personal reasons that prompt volunteerism in other people.
Regarding the clinical benefits of work activity, even though most Pay subjects did not work during the 6 months after the intervention, many continued to hold on to the clinical gains they had made while in the work program. At 1 year, improvement in total PANSS symptoms remained significantly greater for subjects in the Pay condition, indicating that clinical benefits had been retained. However, these subjects made no further improvement from 5-month followup to 1-year followup. Emotionaldiscomfort component scores remained consistent; cognitive component scores improved slightly; but positive component scores worsened and were no longer significantly different from those of the No-Pay subjects.
The number of subjects in the Pay condition who showed clinical improvement in emotional discomfort at 1 year was still greater than the number of No-Pay subjects with such improvement: 39 percent of Pay subjects were much improved from intake, compared with only 12 percent of No-Pay subjects. However, rehospitalization rates, which had been much lower for the Pay condition, were no different at 1-year followup than those for the No-Pay condition.
These findings show that the intervention was sufficiently powerful to influence symptom levels 6 months after the work program was completed. One possible mechanism underlying the retention of clinical benefits may have been a greater sense of well-being, which protected the subject against the return of symptoms. Another may have been that some subjects continued to work after the intervention, often volunteering in the same jobs where they had been working before. They chose to do so, in part, because of the mental health benefits they discovered in these jobs.
In addition to the retention of some clinical benefits, these results also support the widely held view that continued services are necessary to sustain improvement over time. Had the active intervention been 1 year in length, subjects might have continued to improve and rehospitalization rates might have remained lower. Without ongoing work services, subjects in the Pay condition generally stayed the same or got worse in the 6 months after the work program ended.
As hypothesized, participants worked significantly more during the 6-month followup period than did partial participants and nonparticipants. However, there was no significant difference between participants and others in amount of money earned during that period. These findings suggest that participation in the work program had a positive effect on productivity during the second 6 months. But because much of that productivity was nonremunerative, overall earnings were no greater for participants than for other subjects.
Participants continued to show greater clinical benefits than did partial participants and nonparticipants at 1-year followup: Total PANSS and emotional-discomfort component scores were significantly different at 1-year followup. Forty-one percent of participants were much improved in total symptoms, a significantly greater proportion than those for partial participants and for nonparticipants. Thirty-six percent were still much improved on the emotional-discomfort component, and 52 percent were much improved on the positive component. These findings show that more than 50 percent of the participants had held on to their clinical gains at 1-year followup, at least with respect to certain symptoms. Also, rehospitalization rates were significantly lower for participants at 1-year followup.
Since both participation (regardless of Pay condition) and Pay condition (regardless of degree of participation) affected clinical outcomes, we wanted to understand their relative contributions. Multiple regression analysis showed that followup effects reported at 1 year were much smaller than effects reported at 6 months. Significant models explained, at most, 7 percent of the variance. This is a valuable reminder of the relatively small contribution that either participation or pay made to symptom variance at 1 year. As to which variable contributed more, results slightly favor a greater impact for participation. This view is supported by the comparison in table 3, which shows a larger number of outcome variables affected by participation. The most balanced conclusion is that both participation and assignment to the Pay condition were important contributors to better clinical outcomes even 6 months after the intervention, but that the influence of the intervention on the lives of these subjects had waned considerably by 1-year followup.
Limitations. This 1-year followup has some of the same limitations that were present in the original study. These include not having a "no work" control group; combining work activity with staff support; limiting active intervention to 6 months; and using a sample group whose composition (predominantly male veterans with an average of 20 years of psychiatric treatment) limited the generalizability of results. It should also be noted that conclusions based on level of participation (which was not a randomized variable) must be tempered by the knowledge that selection factors could have influenced results.
Conclusions and Future
Directions. These findings demonstrate that 6 months after the active intervention clinical benefits were still detectable for Pay subjects and for full participants irrespective of Pay condition. As many as 50 percent of the subjects continued to be much improved in at least some symptoms, but the 6 months without active intervention had generally attenuated the effects of working.
Regarding work outcomes, subjects from the Pay condition did not show greater productive activity than No-Pay subjects during the 6 months after the active intervention. However, subjects who fully participated during the 6-month active intervention showed significantly more productive activity during the next 6 months than did partial participants and nonparticipants. We conclude that ongoing work services are required to sustain work activity for many persons with schizophrenia and schizoaffective disorder. Future investigation is needed to determine the duration of work services required for long-term stability of productive activity and to appraise the clinical benefits derived from such long-term activity. Long-term followup is needed to determine whether providing appropriate work services can favorably affect the course of disorder and whether it is cost-effective.
